count in periurethral tissues. Our results provide a rationale for a mechanistic relationship between low testosterone levels and subsequent decreased periurethral vascularity. We believe that this results in urethral atrophy conferring a higher risk of AUS erosion.
INTRODUCTION AND OBJECTIVES:
Testosterone is known to have key involvement in urethral development with devastating consequences in its absence. It has also been shown to have an important role in mucosal healing. We hypothesized that urethral stricture formation may form in the background of low testosterone. We aimed to evaluate a hypothesis by McCullough and colleagues regarding an increased prevalence of low testosterone found in men with anterior urethral strictures.
METHODS: Using a prospectively maintained male urethral stricture database from February 2014 to September 2016, we identified all men treated for anterior urethral stricture with a serum total testosterone level and stratified them by age. Prior to reconstruction, men with anterior urethral strictures had been advised to have testosterone levels drawn. Patients with radiation-induced stricture or pelvic fracture urethral distraction injuries were excluded. Prevalence of lowtestosterone, defined as serum testosterone less than 300ng/dL, was calculated. Age-matched data from a national database (NHANES), were used as a reference.
RESULTS: We identified 68/103 (66%) men with anterior urethral strictures who had pre-operative testosterone levels measured. Of these, an additional 5 were excluded for a study group of 63 patients. Figure 1 describes the prevalence of low testosterone in our cohort and the NHANES database stratified by age group. Overall, low testosterone was found in 47.6% of men in the anterior urethral strictures group and 27.5% of patients in the national database.
CONCLUSIONS: Low testosterone is more common in this group of patients with urethral strictures than can be expected in the general population based on a national database. Further investigation is warranted into the relationship between serum testosterone and idiopathic anterior stricture formation.
Source of Funding: none

MP36-05 FACILITATING FASTER WOUND REMODELING AND MATURATION IN A RAT MODEL OF SUBSTITUTION URETHROPLASTY UTILIZING ANTI-INFLAMMATORY NANOFIBERS
Joceline Fuchs*, Matthew Bury, Natalie Fuller, Nida Ahmad, Arun Sharma, Chicago, IL INTRODUCTION AND OBJECTIVES: Tempering the postoperative inflammatory response following graft urethroplasty may accelerate urethral wound healing and minimize fibrosis and stricture recurrence. We investigate the use of anti-inflammatory peptides displayed on self-assembling nanofibers to modulate inflammation and accelerate scar maturation in a rat model of substitution urethroplasty.
METHODS: Poly(diol-citrate) [POC] scaffolds were either coated with anti-inflammatory peptide amphiphile (AIF-PA1), control amphiphile (AIF-PA6) or left uncoated, and used in substitution urethroplasty (n¼36 Sprague Dawley male rats). Urethral tissue analysis was performed at 2, 12 and 25 days post-operatively using H&E, Trichrome, picrosirius, myeloperoxidase (MPO), TNFa, CD68, IL-10 and IL-1b. Urethral patency was assessed at euthanization.
RESULTS: 35/36 rats demonstrated urethral patency at euthanization by functional and anatomic assessment. AIF-PA1 coated POC scaffolds resulted in a 50% reduction of neutrophil (MPO) and inflammatory cytokine IL-1b levels, with simultaneous upregulation in anti-inflammatory cytokine IL-10 relative to controls at 2D and 12D postoperatively. Macrophage (CD68) levels were elevated 1.5-fold in the AIF-PA1 group during the immediate post-surgical period (2D), but demonstrated a rapid decrease to levels half that of control subjects by 12D. Treatment of graft with AIF-PA1 triggered an initial 2.5-fold spike in collagen III periurethral content (2D), consistent with initial, robust collagen deposition, followed by a dramatic shift in collagen type III to I ( CONCLUSIONS: AIF-PA1 nanofiber application onto POC promotes an accelerated wound healing program, characterized by an initial spike in macrophage wound infiltration, followed by a faster reduction of inflammatory markers. The end result is an accelerated wound healing course, with an expedited transition to wound remodeling and maturation with application of AIF-PAs at the time of surgery.
Source of Funding: None
MP36-06 INFLAMMATION IN URETHRAL STRICTURE SPECIMENS IS UNDERAPPRECIATED, UNDERANALYZED AND IN NEED OF A STANDARDIZED PATHOLOGIC PROTOCOL
Brennan Tesdahl*, Laila Dahmoush, James Mason, Karl Kreder, Bradley Erickson, Iowa City, IA INTRODUCTION AND OBJECTIVES: Choice of urethroplasty technique is usually dictated by patient and surgeon preference, as well as the stricture length and location, as determined by retrograde urethrogram. Unlike oncologic surgeries, stricture pathology rarely dictates treatment choice. Furthermore, at our institution, urethral tissue sent during urethroplasty is not routinely analyzed for anything more than malignant change, nor is it routinely used to determine the chance of stricture recurrence. The purpose of this study was to retrospectively review urethral stricture pathology specimens for the presence of inflammation. We hypothesized that re-review of the slides would reveal significant specimen heterogeneity and that the degree and type of inflammation would predict for stricture recurrence.
METHODS: Pathology from bulbar urethroplasties performed from 2010 to 2016 by one of two surgeons at a single institution were retrospectively reviewed. Original pathology reports were compared to reports provided on re-review by a single GU pathologist for the presence, type and degree of inflammation within the specimen as well as the presence of lichen sclerosus. Surgical outcomes were then compared to the updated pathologic findings.
RESULTS: Of 181 bulbar urethroplasties performed in the study period, only 95 (52.4%) had tissue collected for pathologic analysis. Comparisons of original and re-review of pathology slides revealed increases in reported lymphocytic inflammation (25.3% vs 42.1%; p¼0.02), squamous metaplasia with hyperkeratosis (12.6% vs 33.7%; p ¼ 0.0009), nephrogenic adenoma (3.2% vs. 6.3%; p ¼ 0.5) and lichen sclerosus (2.1% vs 5.3%; p ¼ 0.44). The predominant inflammatory cell Vol. 197, No. 4S, Supplement, Saturday, May 13, 2017 THE JOURNAL OF UROLOGY â e467 type was lymphocytic in 41 cases (B/T cell;43.2%), plasma cell in 5 (5.2%), eosinophilic in 8 (8.4%) and neutrophilic in only 1 (1.1%). Of the 15 (16%) patients noted to have urethroplasty failure, presence and type of inflammation was not significantly greater versus those with successful repairs (p¼0.57). CONCLUSIONS: Re-review of stricture pathology revealed more inflammation and greater inflammatory heterogeneity than was previously appreciated. While inflammation did not predict for recurrence, our specimen retrieval rates were unacceptably low, especially for substitution urethroplasties, which may have impacted the lack of association. We have since standardized tissue retrieval and analysis protocol which we believe may ultimately be used to elucidate stricture pathophysiology and predict surgical success.
Source of Funding: none
MP36-07 COMPARISON OF ULTRASONOGRAPHY IMAGINGS AND PATHOLOGICAL FINDINGS IN BULBAR URETHRAL STRICTURES: A PRELIMINARY REPORT.
Guido Barbagli, Arezzo, Italy; Rosario Caltabiano, Catania, Italy; Sofia Bal o, Arezzo, Italy; Salvatore Sansalone*, Roma, Italy; Carla Loreto, Catania, Italy; Massimo Lazzeri, Milano, Italy
INTRODUCTION AND OBJECTIVES:
We investigated the role of ultrasonography imaging and whether or not it correlates with the pathological findings in bulbar urethral strictures. We tested the hypothesis that urethral ultrasonography is a reliable non-invasive tool for spongiofibrosis staging in bulbar urethral stricture diseases.
METHODS: This is a prospective study of 35 patients, mean age of 43 years (range 18-79), with bulbar urethral strictures who underwent urethroplasty from January 2016 to June 2016. All the patients were preoperatively evaluated by urethral ultrasonography. The operator was requested to mark the following 3 points: a) the normal urethra; b) the most fibrotic site of spongiofibrosis; c) 1 cm distally and proximally to the spogiofibrotic site. The urethral ultrasonography was repeated intra-operatively and these 3 points were clearly identified by inserting a small needle before to open the bulbar urethra. The urethra was ventrally opened and biopsies were taken according to the needles positions: 2 in the normal urethra distally and proximally to the fibrotic site, 2 biopsies were taken at 1 cm distally and proximally to the most fibrotic site and 1 biopsy was take from the fibrosis area. Controls were represented by samples of normal urethra and periurethral tissue collected from male-to-female trans-sexual surgery. A single expert pathologist evaluated all the biopsies. The primary end point of the study was to correlate the imaging with the pathological examination.
RESULTS: In the stenotic area, which was marked as "fibrosis" at the ultrasonography, the pathological examination of the area showed squamous metaplasia of the epithelium characterized by hyperkeratosis and acanthosis. In the lamina propria, marked fibrosis without inflammation was also evident in all patients. In the segment 1 cm proximal to the stenotic area pathological examination showed squamous metaplasia of the epithelium characterized by hyperkeratosis and acanthosis. In the lamina propria, mild fibrosis without inflammation was observed. In the segment 1 cm distal to the stenotic area the pathological examination showed squamous metaplasia of the epithelium characterized by hyperkeratosis and acanthosis. In the lamina propria, mild fibrosis and mild inflammation were observed. Two cm distal to the stenotic area we found a normal columnar and stratified epithelium and no inflammation or fibrosis were observed in the lamina propria. A normal epithelium was found in all the controls. CONCLUSIONS: Our findings revealed chronic abnormalities in the urethral ends of all patients far from the stenotic area. An interesting observation was the normal urethra at imaging showed morphological alterations at the pathological examination, revealing that ultrasonography may fail to identify the true extension of stricture disease. However, further studies are mandatory before we can accept the clinical introduction of ultrasonography in staging pathological extension of fibrosis in patients with bulbar urethral stricture. (VCUG) . In men with high-grade strictures (very tight, very long or inflammatory strictures), it may be necessary to place a suprapubic cystostomy catheter (SPC) prior to urethroplasty in order to obtain accurate imaging. Using a panel of reconstructive surgeons to read the RUG/VCUGs, we sought to compare radiographic assessment of stricture length to intra-operative measurement in a cohort of men with SPC for high-grade stricture.
METHODS: We queried our prospectively maintained urethroplasty database at the University of Minnesota for men with anterior urethral stricture and an SPC at the time of RUG/VCUG (n¼49). To minimize responder fatigue, 20 pairs of radiographs were selected at random. All images were interpreted by eleven fellowship-trained reconstructive urologists. A single surgeon performed all reconstructions, during which, stricture length was noted. A two-tailed t-test was used to compare means between interpreted and observed lengths. Interclass correlation evaluated homogeneity amongst urologists. Linear regression analysis was performed to determine the association between observed stricture length and radiographic interpretation.
RESULTS: Agreement among interpreting urologists was satisfactory with interclass correlation of 0.72. Of 20 identified patients, mean interpreted and observed stricture lengths were 3.8 cm (range 1-11) and 4.65 cm (range 1-14), respectively (p<0.0001). Deviation between interpreted and observed lengths increased with stricture length with a slope of 0.26cm (for every 1 cm increase in stricture length, deviation between interpreted and observed lengths increased by 0.26 cm) (p¼0.0023, Fig. 1) .
CONCLUSIONS: Despite optimal urethral imaging with an SPC in men with high-grade stricture, reconstructive urologists significantly underestimate the length by almost 1 cm; this underestimation increases with stricture length. This information may be useful for operative planning as decision making hinges upon accurate assessment of stricture length. Additionally, this information may impact consideration of endoscopic management of strictures that appear short on imaging.
